
~YERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall

Waterbury, VT 05671-2306
http://www. dail. vermont.gov
VoicelTTY(802) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

December 20, 2011

Ms. Paula Patorti, Administrator
Our House Too Residential Care Home
69 1/2 Allen Street
Rutland, VT 05701

Dear Ms. Patorti:

Provider #: 0377

Enclosed is a copy of your acceptable plans of correction for the survey and complaint
investigation conducted on November 9, 2011 . Please post this document in a prominent
place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

Pamela M. Cota, RN
Licensing Chief
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R100 Initial Comments: R100

An unannounced complaint survey to a~Sess
compliance with Vermont Residential Care Home
Licensing Regulations was conducted on 11/9/11
by the Division of Licensil'ig and Protection.' The
following are regulatory violations.

R'45 V. RESIDENT CARE AND HOME SERVICES R145SScD
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This REQUIREMENT is not met as evidenced
by:
Based on staff. interview and record review, the
Residential Care Home (RCH) nurse failed to
develop a care plan to address behaviors and
Interventions for 1 applicable resident. ( Resident
#1) Findings inclu~e:

Per record revIew, Resident #1 (age 75 with a
diagnosis of Allheimer's dem~n~a) was admitted
to the RCH on 101' 4/11 after being hospitalized
for agitation and altered mental status. Prior to
admission I the resident was demonstrating
accelerating behaviors In the home setting,
subseqt(ently preventing family to safely maintain
and care for Resident #1 at home. Shortly after
admission to the RCH, Resident #1 became
increasingly agitated resulting in several episodes
of physIcal andlor verbal encounters with both
staff and ather residents. As a result of this
behavior, Resident #1 was seen by a psychiatrist

5.9,c (2)

Oversee development of a written plan of care for
each resident that is based an abilities and needs
as identified in th'e resident assessment. A plan
of care must describe the care and services
necessary to assist tt1e resident to maintain
independence and well~bejng;
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on 10/31/11 who made changes in the resident's
medications. As a result, the resident has slowly
improved and is more easily redirected. However,
per rel/iew of the resident's care plan, behalliors
with interventions to assist staff in the
management andlor prevention of further
disruptive behaviors had not been addressed on
the plan of care. The RN (Registered Nurse) on
11/9/11 at 5:00 PM confirmed s/he had failed to
develop a behavioral plan into Resident#1's plan
of. care.
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R167 V. RESIDENT CARE AND HOME SERVICES
SS"'D

5.10 Medication Management

5.10.d If a resident requires medication
administration, unlicensed staff may administer .
medications under the followIng conditIons:

(5) Staff other than a nurse may administer P~N,
psychoactive medications only when the home
has a written plan for the use of the PRN .
medication which: describes the specific
behaviors the medication is intended to correct or
address; specifies the cir.cumstances that
indicate the use of the medication; educates the
staff ab~ut what desired effects or undesired side
effeCts the staff must monitor for; and documents
the time of, reason for and specific results of the
medication use,

R167

This REQUIREMENT is not mel as evidenced
by:
Based on staff interview and record review, the
RCH failed to assure that staff other than a nurse
administered PRN psychoactive medications in
accordance with a speclflc plan that included all .
of the required elements as specified in 5.1 O.d for
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R187 Continued From page 2 R187

1 applicable r:esident in the sample. (Resident #1)
Findings include:

Per record review on 11/9/11, Resident #1 had
physician orders for PRN (as needed) Lorazepam
1 mg daily for "moderate agitation" or Lorazepam .
2 mg for "severe agitation". Per review of the
PRN Medication Administration Re.cord (MAR),
there was no plan that described the specific
behaviors for the use of the Lorazepam
medication or education for staff regarding
desired effects or undesired side effects that staff
must monitor, This was confirmed With the RN on
11/9/11 at 5:05 PM,

R266 IX. PHYSICAL PLANT
SS=D '

9.1 Environment

9.1.9 The home must provide and maintain a
safe, functional, sanitary, homelike and
comfortable envIronment.

This REQUIREMENT is not met as evidenced
by;
Based on. observation and staff Interview, the
Residential Care Home failed to ensure all '
furniture used by the residents was safe,
functional and comfortable, Findings Include:

Per observation on 11/9/11 at 2: 15 pM, 2 dining
room chairs used by residents during meal time
were missing part or the back support, creating
an uncomfortable and limited support. The chair
legs were also noled to be loose allowing the
chairs to sway when moved, The observation of
the unsafe and hazardous chairs was confirmed
with the house manager, who removed the chairs
upon surveyor's request.
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